In addition to the possibility of murder, at least 2 million women each year in the United States sustain an injury from intimate partner violence, and 552,192 women seek some type of medical treatment for the injury (Tjaden, 2(00) . It has been well documented that abused women also suffer from chronic physical and psychological health problems resulting from intimate partner violence. Studies indicate abused women: • Report more physical symptoms. • Are more frequent users of emergency departments and medical care services (Bergman, 1991; McCauley, 1995) . • Are more likely to experience chronic pain (Chapman, 1989; Haber, 1985) . • Have higher rates of depression, anxiety, psychoses, low self esteem, and attempted suicide (Amaro, 1990; Saunders, 1993) . • Are physically abused during pregnancy and experience more pregnancy complications (Helton, 1987; McFarlane, 1996) .
In general, abused women's perceptions of their health are significantly worse than those of non-abused women (Jaffe, 1986; Wagner, 1998) . Between the years 1992 and 1996, intimate partner violence costs female victims nearly $150 million a year in medical expenses from the physical trauma, broken or stolen property, and lost pay (Greenfield, 1998) .
In the past decade, the U.S. health care system has begun to recognize that intimate partner violence is a major health problem. The Healthy People 2010 objective 15-34 specifically addresses the goal of reducing the rate of physical assault by current or former intimate partners by 25% from a rate of 4.4 physical assaults per 1,000 individuals to a rate of 3.3 physical assaults per 1,000 individuals (U.S. Department of Health and Human Services, 2(00). Routine screening for intimate partner violence during health care visits has been recommended as a means of prevention, early detection, and effective intervention.
According to the Family Violence Prevention Fund (1999) , the models developed to prevent and treat other health problems, such as breast cancer, cardiovascular disease, obesity, and drug abuse may effectively be applied to intimate partner violence. Health care providers currently screen for a number of health problems with the prevalence rates less than or similar to that of domestic violence (e.g., cervical cancer and the annual Papanicolaou test/screening). Routine screening for intimate partner violence, when conducted privately and face to face, increases the identification of intimate partner violence (Mcfarlane, 1991) .
Clinical guidelines have been developed, tested, and implemented focusing on how to screen for and treat intimate partner violence in the health care setting (American Medical Association, 1992; Family Violence Prevention Fund, 1999; Fishwick, 1998; Gerard, 2000; Warshaw, 1995) . Many health care groups, including the American College of Obstetricians and Gynecologists (1995) , the American College of Nurse-Midwives (Paluzzi, 1996) , the American Nurses Association (1991), the Emergency Nurses Association (1998), the American Academy of Family Physicians (1994), the Council on Scientific Affairs of the American Medical Association (1992), and the Joint Commission on the Accreditation of Healthcare Organizations (JCAHO) (1996) support universal screening for intimate partner violence and have published statements concerning the routine assessment of abuse for all women. .. It should benoted that current screening guidelines are intended specifically for women because intimate partner violence primarily affects women. An analogy is the current screening recommendations for breast cancer. Breast cancer primarily affects women, therefore, women are taught how to perform monthly breast self examinations, what to look and feel for, and what to report to their health care provider. Additionally, health care providers routinely screen for breast cancer in women via health history, physical assessment, and mammography. These same breast cancer screening recommendations do not apply to men even though a small percentage of men develop breast cancer.
At this time, appropriate domestic violence screening practices have not been developed for men, or for lesbian, gay, bisexual, and transgender individuals, although it is recognized these client populations may experience intimate partner violence. The Family Violence Prevention Fund (1999) is working with experts to develop guidelines for these populations. This article specifically addresses how to screen for and treat intimate partner violence in female employees at the workplace.
INTIMATE PARTNER VIOLENCE IN THE WORKPLACE
Unfortunately, intimate partner violence and its accompanying health problems do not stay at home when women go to work. According to the U.S. Department of Labor (1996) , homicide is the leading cause of death for women on the job; 17% of women murdered at the workplace were killed by their intimate partners. Data from the Bureau of Justice Statistics indicate women are five times more likely than men 10 be attacked at work by an intimate partner (Bachman, 1994) . This accounts for JULY 2003, VOL. 51, NO.7 approximately 13,000 violent attacks against women each year at the worksite " (Friedman, 1996) .
It is estimated American businesses pay $3 billion to $5 billion a year in intimate partner violence medical expenses. Businesses forfeit an additional $100 million a year in lost wages, sick leave, absenteeism, and non-productivity (Corporate Alliance to End Partner Violence, 2002). One study of abused women found 89% of the women experienced some type of harassment from an intimate partner while at work. The most common outcomes of the work related harassment were being late for work or leaving work early because of the abuse (65%), missing work because of the abuse (58%), and losing a job because of the violence (2 I%) (McFarlane, 2000) .
A recent study indicated that only 10.8% of the surveyed occupational health nurses screen for domestic violence in the workplace (Malecha, in press) . Although the occupational health nurses were aware domestic violence is a health problem and consider screening for and treatment of domestic violence a nursing function, lack of education about how to screen for and how to treat domestic violence is a major barrier to screening. Most of the occupational health nurses in the study believe domestic violence is a problem for employees at the worksite and it is necessary to ask about domestic violence because it is related to their work.
DEVELOPING AN INTIMATE PARTNER VIOLENCE SCREENING PROGRAM
When developing an intimate partner violence screening program, critical and minimal elements include: • Company policies and procedures addressing employees and intimate partner violence. • Health care providers with education and training about intimate partner violence. . • Community referral networks serving victims of intimate partner violence. • Screening protocols. • Intervention procedures, such as emotional support, documentation, and safety planning.
Policies and Procedures
The first, and most important, step in developing an intimate partner violence screening program is establishing written human resource and workplace policies. Ideally, every company should have a comprehensive intimate partner violence program including the elements listed in the Sidebar (Family Violence Prevention Fund, 1998a; Johnson, 1999) .
One example of an effective and comprehensive employee domestic violence program was created in 1993 at Newton-Wellesley Hospital in Newton, Massachusetts. This hospital established a domestic violence prevention council to improve the health and safety of its clients and 2,000 employees, 75% of whom are women. Their success has been tremendous, with a dramatic increase in the number of employees contacting security with protection or restraining orders and an increase in the use of employee assistance program (EAP) services. Additionally, the hospital has joined other major employ-
Suggested Components for a Comprehensive Intimate Partner Violence Program
• Presentations from organizational leaders focusing on the issues of intimate partner violence and visible corporate support for employees who are or who may be victims of intimate partner violence.
• Human resource policies clearly addressing fairpractices in dealing with intimate partner violence, including nondiscrimination against victims in recruiting, hiring, and promoting, and sensitivity in performance evaluation.
• Education for management, supervisors, and employees about how to respond when a coworker is a victim of intimate partner violence.
• Special events such as Intimate Partner Violence Awareness Day during October, the National Intimate Partner Violence Awareness Month.
• Benefit packages sensitive to the needs of victims offering emergency changes in benefit coverage or emergency financial support.
• Paid and unpaid leave and flexible schedules so abused employees can go to court to testify, seek counseling, or relocate to safe housing without fear of losing their jobs.
• An Employee Assistance Program (EAP) or other counseling and referral service sensitive to victims of intimate partner violence.
• Extra security measures for victims of intimate partner violence, including relocating an abused employee's work space to a safer location, escorting employee to parking lotand providing priority parking ina safe location, asking employee for a photograph of the abuser for identification purposes, and encouraging the employee to apply for a protection order that prevents the abuser from coming to the worksite.
• Printed resource materials such as brochures, employee education posters, and referral cards.
ers in the state in taking a stand against intimate partner violence (Family Violence Prevention Fund, 1998b). The hospital's domestic violence policy, as well as additional model policies and assistance in writing intimate partner violence policies, may be obtained from the Family Violence Prevention Fund. The Corporate Alliance to End Partner Violence is another resource in developing company policies on intimate partner violence (see Table I ).
Professional Education
Prior to screening for and treating intimate partner violence in the workplace, occupational health nurses must be knowledgeable about assessment, documentation, treatment, and appropriate referral of employees suffering from intimate partner violence. The local women's center or battered women's shelter often offers training programs. The EAP provider for the industry may also provide educational resources and materials. Community colleges and universities often offer courses on intimate partner violence. Women's health conferences usually offer several sessions focusing on how to care for victims of intimate partner violence. Additionally, the Family Violence Prevention Fund offers several training manuals and programs for health care providers and others who work with intimate partner violence prevention programs.
In addition to obtaining professional education, occupational health nurses must be educated about local and state laws pertaining to intimate partner violence to provide abused employees with information related to their right to a violence free life. A visit to the local police station will assist occupational health nurses in learning the difference between the classifications of misdemeanor 312 assaults and felony assaults. For example, in Texas, Class A, B, and C misdemeanor assaults usually pertain to physical assault, stalking, terrorist threats, and harassment, and a felony offense usually involves assault with a deadly weapon (Texas Legislature Online, 2(02).
It is also recommended that the occupational health nurse visit the local district attorney's office and learn the application process for obtaining a protection or restraining order. For example, nurses might ask what the eligibility criteria are and evidence required for obtaining a protection order. The occupational health nurse could also spend a day in a family law court and observe how the legal system, including judges and attorneys, handles intimate partner violence cases. The more information and hands-on education occupational health nurses gather, the more they can teach their clients about what to expect when they access and enter the criminal justice system.
Occupational health nurses also need to be aware of the mandatory reporting laws in their respective states. Some states, such as California, Colorado, Kentucky, New Hampshire. Rhode Island, and New Mexico have laws mandating all health care providers report suspected cases of intimate partner violence to law enforcement or related agencies (Hyman, 1995) . Evaluation studies of the effectiveness of these laws have not been conclusive. Most advocates for abused women strongly discourage mandatory reporting of intimate violence stating such laws may result in retaliation from the abuser, may infringe on competent, informed women's autonomy and privacy, and may strain the health care provider-client relationship and discourage women from disclosing the violence. Studies with abused women have shown that although most abused women (70% to 81%) thought there should be a law requiring the nurse or physician to report the intimate partner violence, some felt the reporting would make the abuser angrier (49%), would make life more difficult (40%), and would result in greater risk for abuse (45%) (Coulter, 1997; Malecha, 2000; Rodriguez, 1998 
Community Networks
Even though the cccupational health nurse may work closely with an EAP or other counseling service, the occupational health nurse must still establish a comprehensive referral list of community and social agencies prior to screening and treating employees for intimate partner violence. It is essential that occupational health nurses develop partnerships with local and community based intimate partner violence programs to best serve their clients at the worksite. Examples of crucial community contacts are listed in the Sidebar.
Screening Protocols
Similar to the required company policies and procedures, a written clinical screening procedure must be developed prior to implementing of the screening program. The intimate partner violence screening procedure is intended for all female clients, regardless of health history or presenting signs and symptoms, and whether or not abuse is suspected. When screening for intimate partner violence, the current treatment guidelines state that all females ages 14 and older should be screened (Family Violence Prevention Fund, 1999; Gerard, 2000) .
Screening should be conducted by a health care provider who has been trained and educated about the dynamics of intimate partner violence, how to ask about abuse, how to respond when abuse is identified, and how to intervene with victims of abuse. The screening should be part of the routine health history and standard health assessment and conducted during a visit for a new complaint, during every periodic comprehensive health visit, and at the beginning of every new intimate relationship. Additionally, the screening should be conducted face to face in a private room with no friends or relatives present
Referral List of Crucial Community Contacts
• Crisis hotline numbers, including 24 hour hotlines.
• Local police department: Phone number and address of police station that handles intimate partner violence cases, including where to go to file forassault charges against the abuser.
• District attorney's office: Phone number and address of office that handles protection or restraining orders.
• Counseling services and agencies forwomen and children, including multicultural agencies: Phone numbers, addresses, hours ofoperation, parking, and fees.
• Health care and social service providers trained in providing sensitive and comprehensive care to victims ofintimate partner violence. '
• Shelter and emergency housing: Phone numbers and addresses.
• Legal assistance for child support, child custody, divorce procedures: Phone numbers, addresses, hours of operation, parking, and fees. 2. Within the past year, has anyone forced you to have sexual activities? (circle one) YES NO If yes, whom? ----------__ during the screening. If screening cannot be conducted in a safe and confidential environment, it should be postponed until a later visit.
Simple, specific, and straight forward questions are recommended when conducting the screening. The Family Violence Prevention Fund (1999) recommends several different versions of screening questions depending on the clinical setting and the amount of time allocated to the screening process. Two questions (see Table 2 ) have been used in a variety of clinical settings and were found to be most effective in identifying intimate partner violence (McFarlane, 1992; McFarlane, 1994; McFarlane, 1995; Wtist, 1999) . These two simple questions, when presented in a private setting by a concerned nurse, have proven to be a rapid and sensitive tool for recognizing intimate partner violence.
. Where to place these screening questions during the health encounter varies. One suggestion has been to screen the woman later in the health assessment when rapport has been established. Another option is to ask the screening questions during the assessment of menstrual history, reproductive history, and sexual health (Fishwick, 1998) .
The occupational health nurse needs to recognize that some abused women initially answer "no" to the screening questions. Guilt, shame, and embarrassment may prevent an abused woman from disclosing the abuse. Abused women also fear that the frequency and severity of the violence will increase if they break their silence (Rodriguez, 1996) . Additionally, this, may be one of the first times the woman has been assessed for abuse by a health care professional and she may not feel safe to disclose information. Trust must be established between the woman and occupational health nurse prior to disclosure of intimate partner violence. If the occupational health nurse persists and continues to screen for abuse in a supportive, nonjudgmental, compassionate, and understanding manner during health visits, abused women will eventually disclose the information.
Intervention
When a woman discloses the abuse to the occupational health nurse, important nursing interventions include: • Emotional support. • Documentation.
• Safety assessment and planning. • Referrals to appropriate community services.
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After a woman discloses the abuse, the occupational health nurse must listen to and believe her. The nurse must inform the employee she has a right to a life without violence and that the violence is not her fault. Intimate partner violence is a crime in the United States and many resources are available to help women and their dependents. It is vital that the nurse listens carefully to the woman, collecting a history of the abuse. It is also crucial for the nurse to reassure the woman that everything disclosed and shared will be kept confidential.
Documentation of the abuse is one way health care providers can help victims of intimate partner violence. The National Institute of Justice published documentation guidelines for health care providers who care for victims of intimate partner violence (Isaac, 2(01) . These guidelines specifically state if medical documentation on intimate partner violence is accurate and comprehensive, the medical record can serve as objective, third party evidence and may be useful in legal proceedings. Unfortunately, medical records pertaining to intimate partner violence are often incomplete or inaccurate, and the handwriting may be illegible. Guidelines for clinicians are listed in the Sidebar.
In addition to the physical assessment, the occupational health nurse must assess the immediate safety of the woman and her dependents by asking directly if the woman is afraid to go home and if further violence from the abuser is anticipated. The occupational health nurse must also directly ask the woman questions about what she wants to do (e.g., "Do you want police intervention and a
Documentation Guidelines
• Thoroughly describe every injury and use abody map to document the extent and location of injuries.
• Take photographs of injuries known or suspected to have resulted from intimate partner violence.
• Write legibly or use a computer for documentation.
• Always use direct quotes with phrases such as "client states" or "client reports" to indicate the information is in the client's own words. Never paraphrase. Avoid phrases such as "client claims" or "client alleges."
• Use medical terms and avoid legal terms such as "alleged perpetrator," "assailant," and "assault." Do not use the term "domestic violence" inthe diagnosis section of the medical record. Such terms are not medical terminology.
• Describe the person who abused the client and the relationship tothe victim by using direct quotes.
• Describe the client's demeanor, for example, whether she is crying or shaking, or is upset orcalm. Document only what is observed.
• Record the time of day the client is examined and indicate how much time has elapsed since the abuse occurred.
protection or restraining order?"). If the woman feels it is not safe to go home, the nurse can assist her in calling a shelter. The nurse must refrain from telling the woman to leave the abusive relationship. Rather, it is critical for the nurse to understand leaving an abusive relationship involves change that may occur during a period of time. The occupational health nurse has an opportunity to empower the woman and assist her in developing a safety plan to protect herself arid her dependents. Table 3 lists the safety behaviors to review and discuss with the woman. Studies with abused women have shown that they are receptive to learning, adopting, and practicing these safety behaviors following disclosure of abuse (McFarlane, 1998; McFarlane, 2(02) .
Along with safety planning, the occupational health nurse also refers abused women to local intimate partner violence agencies and services. Ideally, the nurse will provide a hard copy of names, phone numbers, and addresses, and ask the woman if it is safe for her to take the document with her. Again, the nurse needs to emphasize and inform the woman about her legal rights to a violence free life and educate her about contacting the local police department or the district attorney's office for assistance.
Additionally, the occupational health nurse may assist the woman with referrals to other health care providers, such as family practice or gynecology, for follow up health care. Most importantly, the occupational health nurse should encourage the woman to return to the office periodically so the nurse may continue to support and assist her in obtaining and maintaining a safe and healthy life. Itis also recommended that the occupational health nurse assess the woman's health and safety on a periodic basis.
SUMMARY
The WHO has declared that violence is a leading worldwide public health problem with intimate partner violence one of the most common forms of violence against women (2002) . Health care providers are frequently among the first to see victims of intimate partner violence and must strive to provide appropriate and effective care to abused women. Violence by intimate partners can be prevented. Occupational health nurses have a unique opportunity to intervene with abused women. Routine screening for intimate partner violence increases the likelihood of violence identification, leading to early intervention that may prevent trauma and injury. Occupational health nurses can foster a caring and confidential workplace where abused women feel safe to disclose the violencein their lives and trust that the nurse will provide treatment. A safe and healthy workplace, where abused women feel comfortable disclosing intimate partner violence and seeking treatment may also protect coworkers from the stress and violence that may potentially affect them. Occupational health nurses need to add screening for and treatment of intimate partner violence to their current health promotion and prevention activities to benefit all employees.
